Prior studies suggest that patients and physicians have different perceptions and expectations surrounding weight; however, few studies have directly compared patients' and physicians' perspectives.
W
ith two-thirds of the U.S. population overweight or obese, prevention and treatment of obesity has become a national health priority. 1 Primary care practices are a critical site for obesity intervention, with physicians uniquely positioned • 2 3 to have a substantial impact on weight loss behawor.
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Patients who report receiving physician counseling about weight loss in the past year are up to 2 times more likely to report that they are currently trying to lose weight. 4'5 However, less than half of obese patients (body mass index [BMI] _> 30) report receiving physician advice, 4'6'7 with those who are in poorer health, more obese, middle-aged, female, and more educated more likely to receive advice. 4'8'9 Physician counseling about weight loss may be particularly important in nonmetropolitan areas, where residents are more likely to be obese, to exercise less, and to have poorer diets compared with suburban residents, lo, 11
Primary care physicians report that key barriers to weight loss counseling are self-perceived low competence in treating obesity, lack of treatment effectiveness, and poor patient motivation. 12-17 Time constraints and inadequate reimbursement may also hinder physician counseling, 12'1s but these barriers appear to be less crucial than physicians' frustration with treatment ineffectiveness and expectations that patients will be unmotivated and noncompliant with weight loss recommendations. 13.15.16.19 In a national survey of 620 primary care physicians, over 40% agreed that obese patients could reach a normal weight if they were motivated, but that most patients would not be motivated enough to lose a significant amount of weight. 72 About half of these same physicians felt that they had been unsuccessful in helping their obese patients lose weight, and they believed that the majority of patients were already well aware of their weight-related health risks.
From the perspective of obese patients, physicians often provide less than satisfactory care for weight loss compared with other aspects of health. 2°'21 Many patients report that they want more intensive weight loss treatment than what their physicians provide. 21 Furthermore, one study suggests that the vast majority of obese women do not look to their physicians for help with weight control. 2° Although it is unclear why patients may not seek help for weight loss from their physicians, one barrier may be discrepancies between the patient's and physician's perceptions and expectations related to weight and weight loss. For example, obese patients typically have weight goals that represent a 24% to 38% loss of initial weight 22-24 compared with a 14% average weight loss that physicians believe is acceptable 12 and the 10% loss recommended by clinical guidelines. 2 In addition, many physicians perceive patients to lack motivation, 12 76 but large
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The literature suggests that an individual's self-perceived motivation is critical to the initiation of behavior change 26 and that patients are more likely to make health behavior changes when they believe their providers are supportive and encouraging of their motivation and expectations for change. 27 These Findings have been supported across a number of health behaviors, including smoking cessation, Is adherence to diabetic and other long-term medications, 29'a° and weight Ioss.a z Thus, a patient's self-perceived motivation and the provider's perception of that motivation are likely key elements influencing patient-provider communication and ultimately the behavior change process that precedes weight loss.
The purpose of the current study was to examine the extent to which patients and physicians have different weightrelated perceptions and expectations as an initial step in identifying potential communication barriers between patients and physicians on the topic of weight loss. In addition, we were interested in assessing whether patient, physician, and practice characteristics accounted for physician accuracy in judging patient motivation to lose weight.
METHOD Study Setting
The study was conducted through the Kansas Physicians Engaged in Prevention Research (KPEPRI practice based research network composed of 30 family medicine or general internal medicine primary care practices geographically dispersed across all nonmetropolitan (less than 50,000 residents) regions of the state, a2 None of the practices specialized in weight management.
Participants
Eligibility criteria for patients were BMI _> 30, at least 18 years of age, English speaking, not pregnant or early postpartum, and not acutely ill, emotionally distressed, or cognitively impaired. For physicians to participate in KPEPR, they had to be in active practice and see patients at least 4 days/week, agree to patient recruitment and study protocols, and be willing to work with a medical student acting as a research assistant within the practice.
Procedure
Trained medical students served as research assistants (RAs) and were on-site at the primary care practices during the 6-week data collection period. The RAs recruited the first obese (BMI _> 30 as measured by clinic stafi) patient of each morning and afternoon outpatient session, for a maximum of 2 patients per day from each practice. After office visits were completed, RAs asked eligible patients to participate in a brief anonymous survey, described as a survey to improve understanding of how patients and physicians work together to address weight issues. Research assistants emphasized that patients were under no obligation to participate and that their responses would not be shared with their physician or anyone in the medical office and would not affect their health care. RAs then administered a patient-matched survey to the patients' physiclan during routine breaks that same day (maximum of 2 surveys per day). All participants provided verbal consent. Although we did not collect information on patients who declined to participate, previous research using the same recruitment methods in the same practices had a 97% response rate. a2 This study was approved by the institutional review board at the University of Kansas Medical Center.
Measures
Measures were designed to be completed in a clinical setting in 5 to 10 minutes. Thus, we prioritized keeping the questionnaire short over including several multi-item measures (e.g., on goals and expectations for weight loss).
Patient and Physician Characteristics. Patient demographic
and health data included self-reported age, sex, comorbid health conditions, number of weight loss attempts over the past year through diet and exercise, and BMI derived from height and weight measured by clinic staff. Physician characteristics included self-reported age, sex, height, and weight, years in practice, number of patients served in a typical week, and how confident (from 1 ="not at all confident" to 10 ="completely confident") they were in their ability to help patients lose weight. In addition, for each patient in the study, the physician rated how long they had treated the patient, how often they discussed weight with the patient, and how often they believed patient would prefer to discuss weight. Response choices for the latter 2 items were 1 ="never or almost never," 2 ="at about one-fourth of our appointments," 3 ="at about one-half of our appointments," 4 ="at about three-fourths of our appointments," and 5 ="always or almost always."
Weight-Related Perceptions and Expectations. Perceived weight status was measured by asking patients/physicians "how would you describe (your/this patient's) weight" on a 6-point scale, from '~rery underweight" to "'very obese." This measure was based on Behavioral Risk Factor Surveillance System Survey (BRFSS) with a sixth descriptor {"very obese") added to avoid a ceiling effect since only obese patients were being surveyed, a3 The health impact of weight was measured by asking "how is (your/this patient's) current weight related to (your/their) health." Response choices were on a 5-point scale from "it almost always has a positive influence on (my/ this patient's) health" to "it almost always has a negative influence on (my/this patient's) health." To assess motivation, patients were asked to rate how motivated (1 ----"not at all motivated" to 10----"completely motivated") they were to lose weight in the next 6 months, a4'35 Physicians were asked the same question of patients, phrased as "how motivated do you think this is patient is to lose weight in the next 6 months?" To assess weight loss expectations, patients/physicians were asked "if you made a realistic long-term plan (for this patient) and (the patient) followed this plan consistently, how many pounds would (you/he or she) have lost by this time next year?." Responses in pounds were transformed to a percent by dividing by the patient's body weight.
Statistical Analyses
Descriptive statistics were calculated for all variables, and paired t tests were used to compare mean responses on patients' and physicians' weight-related perceptions. A mixed
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JGIM model was used to test correlates of patient-physician discrepancy in motivation, calculated as patient's self-reported motivation minus physician's perceived motivation of the patient. Independent variables were patient sex, age, and BMI, physician sex, age, and BMI, and physician-reported frequency and perceived patient preferred frequency in discussing weight, confidence in helping patients lose weight, years treating patient, years in practice, and number of patients per week. In this model, the patients were nested within the physicians, and physician characteristics were modeled as repeated as each physician completed measures for multiple patients. An unstructured covariance matrix was assumed for this clustered analysis. We first tested patient age, sex, and BMI; physician age, sex, and BMI; and the following 3 interaction terms: (1) between patient and physician sex, (2) between patient and physician BMI, and (3) between patient BMI and physician sex (to explore whether male or female physicians rated patient motivation differently based on patient BMI). We then entered the other physician characteristics into a final model. All data analyses were conducted with SAS Version 9.1.
RESULTS
Participants were 456 patients (154 males, 302 females) and their 28 physicians (22 males, 6 females). Physicians completed a mean of 17.0 (SD =9.79) patient-paired surveys. Participant characteristics are shown in Table 1 . Patients were 55.1 years old (SD = 15.4), had a mean BMI of 37.9 (SD =7.1), and had attempted weight loss in the past year on average 2.7 times by diet and 1.6 times through exercise. Physicians were 44.1 years old (SD =9.6), had a mean BMI of 26.6 (SD =4.5), and had been in practice for an average of 12.8 years (SD =9.2). Physicians reported that they discuss weight with patients at approximately one-half of their appointments but that they would prefer to discuss weight closer to one-fou~_h of their appointments. On a scale of 1 to 10, they rated their confidence in helping patients lose weight at 6.4 (SD =2.5). Table 2 displays the descriptive statistics for patients' weight-related perceptions and their physicians' corresponding ratings. Tests of gender differences among patients showed that female patients reported significantly higher perceived weight status and weight loss expectation (P< .001), but male and female patients did not differ in their motivation to lose weight and perceived health impact.
The majority of both patients' and physicians' ratings for perceived weight status were either "a little overweight" or 'Very overweight or obese," with physicians more likely to rate patients in the heavier category. Similarly, over 95% of physicians' rated the health impact as negative compared with 71.3% of male patients and 79.2% of female patients. Patients' I-year weight loss expectations were higher than what their physicians thought they could lose, especially for female patients. Likewise, patients' self-reported motivation was significantly higher (mean =6.53, SD =3.09) than what their physicians perceived (mean =4.73, SD =2.45). A motivational level of "10 =completely motivated" was reported by 30% of female and 21% of male patients, whereas physicians rated only 2.5% and 3.1% of their female and male patients as being at a "10" (data not shown).
In the model predicting patient-physician discrepancy in motivation, patient age, sex, and BMI, physician age, sex, and BMI, and the hypothesized interaction terms were nonsignificant. However, we retained patient sex and patient BMI to control for their potential influence on other correlates. Table 3 presents the results of the model (P=.009). Two physician characteristics were significant: perceived patient preference for discussing weight (P=.001) and number of patients seen per week (P=.04). To further explore these relationships, we reduced the model using backward elimination (data not shown) and found that perceived patient preference for discussing weight remained highly significant (P<.001), whereas number of patients seen per week was marginally significant (P=.08). Physicians who believed patients preferred discussing weight more often and who saw more patients per week were more likely to estimate patient motivation accurately.
DISCUSSION
In this sample from nonmetropolitan primary care practices, obese patients and their physicians differed on several weightrelated perceptions. Patients were more optimistic about weight loss and health outcomes than their physicians, and they reported at least 3 weight loss attempts in the past year, consistent with BRFSS data that 60% of obese men and 70% of obese women are trying to lose weight, a Patients expected to lose a lower percentage of body weight than in previous studies, although their expectations, especially among women, were still higher than their physicians'. Whereas the difference in weight loss expectations between male patients and their physicians was clinically small, the difference in perceived weight status was quite large, with 59% of male patients reporting that they were only "'a little overweight." Thus, the lower weight loss expectations reported by male patients may be reflective of their inaccurate perception of their weight rather than a more realistic assessment of their ability to lose weight.
Consistent with prior research, physicians in this study also viewed obese patients as having poor motivation for weight loss. However, our results provide evidence that this perception may be misguided. Although it is possible that patients' responses were biased by social desirability, self-assessed motivation is not only widely used but is related to the initiation of behavior change. 2a Further research is needed to evaluate the basis of this discordant perception of motivation and the extent to which it impacts the frequency and quality of physician counseling.
Physicians who believed patients preferred talking about weight more accurately judged their patients' motivation. In addition, physicians who perceived an obese patient to be unmotivated were more likely to perceive the patient did not want to talk about weight, however their report of how often they actually talked about weight loss was not affected by their perception of patient motivation. Across all patients, physicians reported that they talk about weight loss more often than they believe their patients prefer. These findings suggest that physicians who perceive a patient to be unmotivated and to prefer not to discuss weight may still provide weight loss counseling in accordance with clinical guidelines. However, their perception of low patient motivation may be qualitatively evident in communication patterns, e.g., they may not emphasize the importance of weight loss or provide fewer positive expectations with the patients they perceive to lack motivation. In turn, patients with high motivation and expectations for weight loss may be disappointed by comments from a physician who has a less optimistic and/or more realistic perspective. To the extent that differences in perceptions and expectations hinder positive communication, including both verbal and nonverbal exchanges, both parties may be reluctant to discuss the subject. This may be one explanation for why many physicians do not routinely counsel patients on 467 weight loss, ' • why many obese patients may not expect help from their physicians for weight control, 4'6'7'2° or why, as one recent qualitative study reported, the subject of weight loss is rarely approached in primary care outside of casual opportunities to link it to an existing health condition. 36 Further, it is possible that physicians in this study did not distinguish between patient's motivation (desire and purpose), intention (plan and course of action), and effectiveness (chance of success) at losing weight. There is also a distinction between motivation and expected outcomes as a patient may be highly motivated to lose weight but may have unrealistic expectations for the amount of weight loss. Patients who are highly motivated but who lack intention, skills, or realistic weight loss expectations may benefit most from physician guidance on setting appropriate goals and implementing an empirically based course of action for weight loss. Specifically, physician training in counseling techniques such as motivational interviewing may facilitate patient-physician communication on weight loss. 26 Motivational interviewing is a communication style emphasizing reflective listening and directive questioning whereby the provider refrains from drawing conclusions but rather first assesses patient motivation and expectations in a collaborative manner that both validates and provides guidance that the patient may be more likely to accept and act upon. These strategies can be effective even as brief interventions delivered by physicians in a primary care setting 3a This project was supported by a grant from the Sunflower Foundation, Topeka, Kansas.
